Horner's syndrome is a unique neurological syndrome caused by interruption of the sympathetic supply to one half of the face including the ipsilateral eye. Irrespective of the location of the interruption of sympathetic pathway, Horner's syndrome typically presents with a combination of ipsilateral miosis, partial ptosis and facial anhydrosis. It is primarily a clinical diagnosis which may be confirmed by pharmacological testing. Etiology can be broadly categorised depending upon the neuron involved (first, second or third order). A systematic approach to diagnostic evaluation of Horner's syndrome is essential as the causes are heterogeneous and may range from benign to life threatening. We present a 50-years-old lady, with no previous comorbidities, who consulted a local physician for complaints of reduced sweating of right side of the face, drooping of right upper eyelid and right upper non anginal chest pain radiating to right upper limb. She also had low grade fever and easy fatigability for 15 days. Routine investigations revealed anemia (hemoglobin-8.5 g/dL), thrombocytopenia (23,000/mm 3 ) and leucocytosis (total leucocyte count-22,900/mm 3 ) with 29% blasts in peripheral smear. She was referred to our institute as a suspected case of acute leukemia. Physical examination at admission at our center revealed pallor. She was afebrile and her blood pressure was 120/84 mm of mercury and pulse rate of 102 per minute. She had right sided partial upper eyelid ptosis, miosis and apparent enophthalmos ( Fig. 1) . Rest of neurological examination was normal. The presence of ipsilateral hemifacial anhidrosis suggested extra-axial preganglionic right sided Horner's syndrome. Rest of the systemic examination was unremarkable.
Bone marrow examination revealed hypercellular marrow with 49% blasts which contained pale granular basophilic cytoplasm and Auer rods. Staining for myeloperoxidase was positive and overall features were consistent with acute myeloid leukemia. Flow cytometry was suggestive of acute myelomonocytic leukemia with positivity for CD13, CD33, CD117, CD34, CD45, HLADR, CD38, CD19 and CD4. Molecular genetic analysis revealed presence of translocation (8;21) (AML-ETO1). Contrast enhanced MRI of brain and cervicodorsal spine showed T1 and T2 hypointense, contrast enhancing right paravertebral mass extending from C7 to D4 level into the epidural space (Fig. 2a, b ). Brain and spinal cord were normal on MRI. CT guided fine needle aspiration from the mass revealed features consistent with granulocytic sarcoma (myeloperoxidase positive).
Patient chose to receive treatment in the form of hypomethylating agents. She was administered first dose of Inj. Azacytidine 100 mg/m 2 (175 mg) in hospital. She tolerated it well and was discharged. Commonly described malignancies associated with Horner's syndrome are lung carcinoma, neuroblastoma, thyroid carcinoma, Burkitt's lymphoma and Hodgkin's disease [1] [2] [3] . Horner's syndrome in hematology practice has only been rarely described. Non-Hodgkin's lymphoma is the most common hematological malignancy causing Horner's syndrome as a result of involvement of cervical lymph nodes, lung apex, thyroid gland and intramedullary spinal cord [1, 4, 5] . We did the literature search through PUBMED using keyword ''acute leukemia'', ''acute myeloid leukemia'' AND ''Horner's syndrome'' to find the frequency of association. Acute myeloid leukemia, has never been reported to be associated with Horner's syndrome at diagnosis [6] . Horner's syndrome with peripheral neuropathy has been reported in a case of acute promyelocytic leukemia who received high dose cytarabine [7] . In another case of acute myeloid leukemia, Horner's syndrome developed as a part of Pancoast syndrome due to pulmonary mucormycosis in a setting of febrile neutropenia post chemotherapy [8] . Two cases of acute lymphoid leukemia associated with Horner's syndrome at diagnosis have been described in literature [9, 10] . The presence of myelomonocytic variant (AML M4)of AML and the presence of translocation (8;21) in the index case is consistent with findings of earlier studies. Acute myelomonocytic leukemia (AML M4) and acute monocytic leukemia (M5) are the FAB subtypes most frequently associated with extramedullary manifestations [11] while translocation (8;21) is found to be a recurrent aberration in myeloid sarcomas esp orbital granulocytic sarcomas in children [12] . The overall incidence of extramedullary leukemia in AML has been estimated about 9%, higher incidence described in younger age groups.
In conclusion, haematological malignancies are rare causes of Horner's syndrome and granulocytic sarcomas in AML presenting as Horner's is even rarer. A comprehensive history and physical examination are indispensable components in the approach to a case of Horner's syndrome for localization of lesion and for clues towards etiology. Myeloid sarcoma should be considered in the list of differential diagnoses for a paravertebral soft tissue mass. Fine needle aspiration of the mass with immune-cytochemistry and magnetic resonance imaging are essential investigations for confirming the etiology in a case of Horner's syndrome in such a scenario. Informed Consent The authors state that written consent was obtained from the patient for publication of any material relating to her including photographs.
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